Unlike training for programmes in other countries which have published details of training programmes for Intensive Care Medicine, the training programme of the Australian and New Zealand College of Anaesthetists does not require certification in a primary specialty, although it is possible to combine training in Intensive Care and Anaesthetics. The Iynchpin of the programme is the requirement that training can be undertaken in recognised posts in intensive care units which are approved by the College. Approval of the Unit requires evidence of appropriate supervision and teaching of trainees, sufficient number of admissions with a casemix suitable for the trainees' learning needs and an adequate level of staff and equipment. The Units are assessed by physical inspection by assessors appointed by the College. The programme includes a Final Examination in Intensive Care.
that year the Faculty published a document entitled "Objectives of Training" 4 to guide trainees, teachers and examiners to the appropriate content of training for its Diploma of Fellowship endorsed in Anaesthesia. A considerable portion of the content was intensive care related. In the same year, the Faculty approved regulations to establish a training programme and examination system for specialists in intensive care. The first Final Examination took place in October 1979.
The document "Objectives of Training in Intensive Care" 5 was published in 1984.
OBJECTIVES OF TRAINING IN INTENSIVE CARE
This document was seen as the central reference point for trainees, teachers and examiners involved in the Faculty training and examination programme. It was presented as a collection of learning objectives in intensive care and strategies for their achievement. The document could be seen as both an educational document and a political statement because, at that time, in the late 1970s, when work on the document began, intensive care was cutting across the boundaries of many established specialties, and its scope and limits had not been explicated. The document was clear in the aim of producing products of the examination/ training programme who could appropriately conduct the overall management of a patient, act as a consultant /1nueSlhesia and Intensive Care, 1.-0/. 21, No. 6, December, 1993 or co-ordinate the effort of a number of consultants. It presented a picture of an independent specialist, not merely an anaesthetist with added intensive-care skills.
The content was based on material originally prepared by one of the authors (G. A. Harrison) which was modified by the Liaison Committee of the Australian and New Zealand Intensive Care Society (ANZICS). This Committee was under the chairmanship of Or L. 
FACULTY TRAINING PROGRAMME IN INTENSIVE CARE
Since the programme was first established, the training requirements have changed. Originally there was a requirement for four years of vocational training (Table 1) which could commence only after completion of two years' basic postgraduate experience. It became apparent to the Faculty that this training scheme was deficient in the minimum times which could be spent in Internal Medicine and Intensive Care. This conclusion was confirmed by the results of a survey6 of FARACS candidates who had undertaken the training programme and passed the Final Examination in Intensive Care. Changes were made such that candidates starting vocational training after January 1, 1985, must undertake a mandatory two years in Intensive Care and six months Internal Medicine ( Table 2) . The lynch pin of the ANZCA training scheme is the requirement that the specified period of compulsory Intensive Care training be undertaken in a training post approved by ANZCA in one of 32 accredited intensive care units. One year of this compulsory Intensive Care training component must be continuous. The second compulsory year of intensive care training may be spent discontinuously in two periods of six months each in one or two such units. The optional period of Intensive Care training may be spent discontinuously, in periods of not less than three months, in any unit recognised by Council for that purpose. Included here are ten additional approved units providing a more specialised caseload.
A hospital seeking approval for training posts must satisfy criteria which take into account workload, diversity of case material, quality and quantity of teaching (both formal and informal), number of senior medical staff, establishment of nursing and ancillary staff, physical facilities, type and number of interventional procedures and availability of laboratory and other services. 7 The degree of supervision which the trainees are likely to receive must be appropriate to the trainees' level of development in Intensive Care. 8 Units in hospitals seeking approval undergo physical Inspection by assessors appointed by ANZCA.
It is possible within the framework of the ANZCA programme for trainees to take either an Anaesthesia "stream" or an Intensive Care "stream". By extending the period of training, a trainee can achieve certification in both Anaesthesia and Intensive Care. A 1991 survey of Fellows who had passed the Final Examination in Intensive Care 9 showed that, up to the end of 1989, 42 of the 59 respondents (71070) had taken the Final Examination in Anaesthesia first. Of the 17 who had taken the Final Examination in Intensive Care first, 12 subsequently also passed the final Examination in Anaesthesia. This custom of completing Diplomas endorsed in both Anaesthesia and Intensive Care will probably change as intensivists in Australasia become increasingly confident of their ability to derive adequate income longterm in comfortable working environments.
Those who have completed vocational training and practise Intensive Care fulltime or for most of their clinical time are regarded as specialists by their peers. However, despite pressure by ANZCA for the recognition of Intensive Care as a specialty for the purpose of payment of fees by medical insurers, the National Specialist Qualification Advisory Committee (NSQAC) recognised Intensive Care as a sub-specialty of either Anaesthesia or Internal Medicine.
COMPARISON OF THE ANZCA TRAINING EXAMINATION SYSTEM WITH OTHER SYSTEMS IN AUSTRALASIA AND ABROAD

Royal Australasian College of Physicians (RACP) Intensive Care Training Programme
The RACP produced its first successful candidate in 1979. The programme involves a minimum of three years' basic physician training, written and clinical examinations in Internal Medicine and then three years of advanced training which may be in a vocational speciaIty, in this case Intensive Care. Basic training in Australasia begins after the intern year. The RACP examination in Internal Medicine (or Paediatrics) can be undertaken during the third year of basic training. In the advanced training section of the programme for Intensive Care, candidates must do two years of "core" and one year of "elective". At least one of the "core" years must be spent in a general Intensive Care unit. The Committee for Physician Training may approve "elective" training, which may be used to gain further experience in any of the specialties undertaken in core training, in clmely related disciplines or research. Experience in clinical anaesthesia (up to 12 months) may be obtained during core training or in the elective year. I" There is no Final Examination but the RACP calls for report, from the trainees supervisor each year of advanced training.
Prior to the establishment of the separate RACP and FARACS training systems for Intensive Care in Australasia, a working party had been established between the FARACS and the RACP to explore the possibility of a single training programme and diploma. Ideological differences regarding both training schemes and examinations prevented agreement. Despite having two different training schemes for Intensive Care, and despite (by 1987) Faculty-trained intensivists outnumbering the RACP-trained intensivists by approximately 3:1, there exist both goodwill and mutual respect between the certifying bodies, their trainees and graduates. Many major intensive care units in Australasia have specialist intensivists from both the ANZCA and the RACP on their staff. At the 1991 Annual General Meeting of ANZICS, the motion was put and unanimously passed that the "FFARACS endorsed in Intensive Care, and the Fellowship RACP with advanced training approved by the Specialist Advisory Committee in Intensive Care Medicine, are equivalent qualification for Australasian Intensivists".
The United States of America
In the early 1980s the American Board of Medical SpeciaIties endeavoured to develop a conjoint process of certification in Critical Care Medicine (CC M). 11 Internal Medicine, Surgery, Paediatrics, Anesthesiology, Obstetrics and Gynaecology and Neurology all particiated in this confederation. It was ultimately dissolved in 1983 as agreement could not be reached on a common certification examination for CCM. This was followed by four primary speciaities developing their own separate training programmes and certification examinations. The four were Paediatrics, Anesthesiology, Surgery and Internal Medicine, while a fifth, Neurological Surgery, awarded certificates of special qualification in CCM to those who had completed a minimum of 12 months' CCM training, passed the CCM examination of the American Board of Surgery or Anesthesiology and successfully passed their oral examination for Primary Board Certification. 12 In 1987 internists taking the certifying examination in Critical Care of the American Board of Internal Medicine outnumbered candidates from other primary specialties by 5:1. 13 Of these internists, 65070 had subspecialty specification in pulmonary medicine, and 11 070 in cardiology. 13 The predominance of pulmonary specialists was again evident in the 1989 examination. 14 With respect to these separate primary specialty training programmes, the view has been expressed that no physician in any single speciaity fulfils the role of general intensivist, either by training or practice. 13 Recently, the Guidelines Committee of the Society of AnlleslheslU and Intens"ive Care, "'0/. 21, No. 6, December, 1993 Critical Care Medicine has published its guidelines for the definition of an Intensivist. "
Canada
King and Sibbalds 16 considered that the "territoriality and fragmentation" occurring in the USA positively stimulated the Canadians toward a consensus concerning the development of a Critical Care training programme. In 1986 the Royal College of Physicians and Surgeons of Canada gave formal recognition to Critical Care Medicine and created a Speciaity Training Committee to oversee the process of "Accreditation without Certification". This programme is based upon an educational objectives document 17 constructed over a two-year period by the Canadian Critical Care Society and the Royal College Advisory Committee on Critical Care. All specialties concerned with critical care were involved. The document describes the care that trainees would be expected to provide during independent practice of critical care through specific terminal and enabling objectives. So in Canada the career "intensivist" first completes training and certification in any of the traditional primary special ties and then undertakes a further two years of critical care in a Royal College-accredited, university-based programme. One of the two years of Critical Care training may be taken within the four-to five-year primary specialty programme.
United Kingdom
A working party was set up in 1982 at the request of the Conference of Royal Colleges and their Faculties to consider postgraduate training in intensive therapy. IS It recommended to Conference that some form of training programme at higher professional training level be set up and consideration be given to recognition of training posts. These recommendations were not accepted by Conference. At that time the Intensive Care Society was considering aims and recommendations for training. Its Education and Training Subcommittee recommended that the aim of training should be to produce clinicians who are fully competent in all aspects of the management of critically ill patients, irrespective of whether they will ultimately devote all or only part of their time to the intensive therapy unit. IS An Inter-Faculty Liaison Committee (Faculty of Anaesthetists and Royal Colleges of Physicians and Surgeons) was set up and its guidelines for the training of doctors who wish to pursue a significant Intensive Care career commitment were released in 1984. Such Intensive Care trainees might come from Anaesthesia, Medicine or Surgery. Physicians or surgeons should spend some time in Anaesthesia, while surgeons and anaesthetists should spend time in selected medical posts. Trainees would spend two years in one or more Intensive Therapy units approved for training purposes. By 1990 there were five training programmes at senior registrar level approved, More have been approved since. They were open to any senior registrar of any specialty who wished to gain Intensive Care training over a two-year period. Having completed this period, the trainee gains accreditation in Intensive Therapy. It was envisaged that consultants would be created with a special interest in Intensive Therapy and would have sessions in both Intensive Care and their parent specialty, which could be Anaesthesia, Medicine or Surgery. 19 
Germany
In Germany, Intensive Care is part of other main specialties such as Anaesthesiology, Internal Medicine, Surgery and Paediatrics. 20 There is neither formal training nor a separate board examination in Intensive Care but there is some movement to require that the chief of staff of an intensive care unit have special Board Certification.
European Society of Intensive Care Medicine
This faculty has developed a training scheme and examination system and is attracting candidates from European centres, including the United Kingdom (personal communication, Mrs S. Smitz de Smet, Administrative Secretariat, European Society of Intensive Care Medicine). To attain the diploma the candidate must have first completed certification in a basic medical discipline, had two years' intensive care training in an approved centre and passed the examination, which has both written and oral/clinical components. Table 3 compares the various Intensive Care training and accreditation systems outlined above.
DISCUSSION
Throughout the world the most appropriate training in Intensive Care has been the subject of controversy, with widely divergent views expressed. 12."') The causes of the controversy can be ascribed to differences of opinion on a number of education questions.
(i) What are the boundaries and content of what is defined as "Intensive Care"? (ii) Is Intensive Care a speciaity or a sub-specialty? (iii) Should training in a primary specialty be completed before vocational training in Intensive Care? (iv) If Intensive Care is a sub-specialty, which primary specialty produces the practitioner with the most appropriate core knowledge and skills for Intensive Care? (v) Is it necessary for a practitioner with a primary vocational specialty certification to undergo further assessment at the end of a period of training in Intensive Care? (vi) What is the most valid form of assessment of the trainee if terminal assessment is required? The matter has been complicated by issues of political rather than education nature, e.g.:
(i) the value-of single specialty Intensive Care Units;
(ii) demarcation disputes on the "ownership" of patients and decision-making of therapy for patients in the Intensive Care Unit; (iii) the role of the Intensive Care specialist outside the Intensive Care Unit, e.g. in total parenteral nutrition, pain relief, acute medical emergencies etc.; (iv) a belief that an intensivist, especially with training in Anaesthesia, is unlikely to continue long term in Intensive Care practice. The question of which knowledge, procedural and problem-solving skills constitute "Intensive Care" has been clarified by various statements. '.17.24.2' There have been no studies which allow comparison between the successful trainees from the training systems in different countries or within any single country. It is impossible to compare the appropriateness or utility of individual programmes. Indeed, such studies would be faced with formal methodological problems. One trainee has compared his training in his primary speciaity and his CCM training 27 in terms of the content. The ANZCA programme is a rigorous one in requiring that learning experiences occur in units which have been inspected for appropriate quality of clinical and educational environment and that trainees must pass an external assessment, including written and clinical tests. The training requirements, unit inspections and examination have certainly influenced the quality of work and the staffing levels and organisational structures in Australasian intensive care units.
There is evidence that those who complete the ANZCA training programme are playing an important role in Intensive Care in Australasia, and are prepared to provide useful feedback on the appropriateness of the programme. The 1991 9 survey in Australasia showed that the respondents rated their training and examination highly and appropriate to their present practice, except for inadequate training in research and internal medicine. However, there was evidence that the more recently trained Fellows felt that their training in Internal Medicine was adequate. Most respondents were satisfied with their roles as intensivists and 81 % were practising intensive care more than 50070 of the time; 63% were practising intensive care either fulltime or most of the time. This contrasts with a survey of critical care intensivists and surgeons in the USA, which showed 75% of them spent 50% or less of their practice in the intensive care unity. 13 Of the Australasian group, 51 % had achieved the status of Director or Deputy Director of an intensive care unit at the time of survey. There was no evidence that as a group their commitment to Intensive Care was decreasing and they expressed the opinion that they intended to continue their style of practice for at least another five years. Many of the respondents who enter the Australasian programme have had primary vocational qualifications from outside Australasia (mainly United Kingdom or Ireland), which suggests that the programme is considered useful for training in Intensive Care.
CONCLUSION
The ANZCA has opted for a training scheme in which the trainees may proceed to vocational qualification without obtaining a qualification in another discipline. Up to the end of 1989 only 14% of trainees had chosen to do so without a qualification in Anaesthesia. There is evidence that trainees have a high level of satisfaction with their training and are pleased with the response of the College to their feedback on the need for greater periods of training in Internal Medicine and Research. There is clearly an opinion that the training and examination are preparing them adequately for their vocational roles and that' 'burnout" to the point of decreasing their intensive care commitment is no longer a significant problem in Australasia. Whether these desirable outcomes would be achieved with other types of training/assessment systems is not known.
